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An annual Recertification survey and complaint
investigation # 25911 were completed at Life
Care Center of Sparta on Novernber 14, 2010,
through November 18, 2010. No deficiencies
were cited under 42 CFR Part 483, Requirements
for Long Term Care.
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Any daﬂc{ancy staternanT ending with an asterisk (*) denotes a deficiency which the institution may ba excused frem corresting providing & Is determined that
other safeguarnds provide suffigient protection to the patients, (Sae Instructions.) Excepl for nursing hames, the findings stated above are disclosable 90 days
following the data of survey whether or not a plan of correction is provided. For nursing hemes, tha abova findings and plans of correction ara dlsclns§ble 14
days following the date these daduments ans made available to the facllity. if deficiencies are cited, an approved plan of comaction is requisite to continued
pragrarm participation.
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